H ow should primary care providers react to the study by Sutkowi-Hemstreet et al. showing that many patients do not understand the benefits and harms of Boverused^screen-ing tests? 1 My instinctual reaction as a general internist is to aspire to help patients make appropriate decisions about screening tests by being a trustworthy source of information and an effective counselor. I must confess, however, that I never have enough time in my practice to fully explain what is known about all potential harms and benefits of each screening test that could be offered to a patient.
In a classic study published in 1999, Braddock et al. found that only 9 % of decisions made in routine office visits with primary care physicians and surgeons met a reasonable set of criteria for informed decision making. 2 These seven criteria included 1) discussion of the patient's role in decision making; 2) discussion of the clinical issue or nature of the decision; 3) discussion of the alternatives; 4) discussion of potential benefits and risks of the alternatives; 5) discussion of uncertainties associated with the decision; 6) assessment of the patient's understanding; and 7) exploration of patient preference. Sixteen years after that study was published, my review of the criteria provides a sobering self-assessment of the adequacy of my counseling about screening tests. How often do your discussions with patients about screening tests meet all of the criteria for informed decision making? Does the adequacy of your approach to informed decision making differ based on whether a screening test is recommended or not recommended?
Much attention is now focused on overuse of health services, thanks in large part to the Choosing Wisely campaign launched by the American Board of Internal Medicine (ABIM) Foundation. 3 One of the most remarkable aspects of the Choosing Wisely campaign is its success in engaging physicians from more than 50 different specialty societies, indicating broad support for involving patients in discussions about potentially unnecessary tests and procedures. Many of the Choosing Wisely recommendations focus on screening tests such as those considered in the study by SutkowiHemstreet et al. For example, the American College of Physicians recommends against obtaining a screening exercise electrocardiogram in individuals who are asymptomatic and at low risk for coronary heart disease. 3 Of course, the success of these types of recommendations ultimately will depend on the ability to promote conversations between patients and physicians about opportunities to reduce unnecessary care. Although the principles of informed decision making apply as much to efforts to reduce unnecessary screening as they do to increasing the use of recommended screening, human psychology makes it difficult for people to forego widely used practices, even when current evidence shows they have little value. As Roman and Asch suggested in their article about the challenge of de-adopting low-value care, conversations about low-value services should account for psychological forces such as optimism bias (being more willing to accept new information when it is in one's favor), confirmation bias (favoring information that confirms prior beliefs), loss aversion (feeling more strongly about losses than gains), and the affect heuristic (when initial feelings color judgment of risks and benefits). 4 In light of how people view losses relative to gains, it may be particularly important to explain all potential harms of screening tests that have low value. Such conversations are consistent with the ethics of parsimonious medicine, which seeks to deliver appropriate care tailored to the needs of patients, while avoiding wasteful or harmful services. 5 The problem for primary care providers is that it would be overwhelming to conduct a high-quality one-on-one conversation with every patient about every preventive service that has been recommended or not recommended. Using the Electronic Preventive Services Selector tool developed by the Agency for Healthcare Research and Quality, I found that a 57-year-old male non-smoker would need to consider 14 preventive services recommended by the U.S. Preventive Services Task Force, as well as 13 preventive services that are not recommended, and 27 preventive services associated with uncertain recommendations. 6 As much as I share Dr. Braddock's desire to get back to the basics of informed decision making, it will be impossible to meet the needs of our patients for all of these conversations without much better system-level support.
It is time to jump forward with new ways of facilitating conversations about high-value and low-value screening tests. The Choosing Wisely campaign has done a great job in raising public awareness about the challenge of reducing unnecessary care. Our clinical practices should capitalize on the public demand for information by making greater use of consumer- friendly learning aids and decision support tools that can help patients distinguish between unnecessary care and recommended screening services. Even with well-designed learning aids, however, many patients will still need to communicate with a trusted health professional about how the recommendations apply to their individual circumstances.
Systems should be designed to educate patients about relevant screening tests and to facilitate communication between patients and their primary care providers about the tests in a manner that accounts for individual characteristics and preferences. The tools exist to support better communication if we abandon unrealistic expectations of primary care providers, who will not have time to incorporate discussion of all screening services in face-to-face visits. Krist et al. have provided a wonderful example of the forward-thinking work that is needed by developing an interactive preventive health record that promotes shared decision making about preventive services. 7 In addition to demonstrating the feasibility of the information technology tool, the authors have launched a trial to assess the effectiveness of implementing the technology in a large number of practices, with an emphasis on measuring engagement of disadvantaged patients. Another example of a jump forward is the BETTER trial-Building on Existing Tools to Improve Chronic Disease Prevention and Screening in Primary Care. 8 The pragmatic BETTER trial demonstrated that it is possible to improve delivery of preventive services by using a BPrevention Practitioner^to facilitate hour-long conversations with patients about appropriately tailored recommendations for preventive care. Fortunately, new payment models are emerging that will help to support these kinds of services for promoting high-value care. Since many patients will look to their primary physician for advice on the bewildering array of recommendations about screening tests, the systems should be designed to preserve a role for the primary care provider in responding to questions that patients will have when they receive appropriate information about the options. Moreover, training programs should aspire to give the next generation of physicians a high level of competency in an inter-disciplinary approach to communicating with patients about screening tests. One of the most promising initiatives in this regard is the recently announced commitment to high-value care education by the Alliance for Academic Internal Medicine, ABIM, ABIM Foundation, and American College of Physicians. 9 As clinicians, educators, and investigators, we should support their commitment to jump forward with new models for facilitating communication about high-value care and its thorny counterpart, low-value care.
